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For those who develop nasal congestion 
on reserpine therapy... prescribe 


PYRONIL 


(Reserpine, Lilly ) 


( Pyrrobutamine, Lilly) 


—relieves nasal stuffiness in 75 percent of pa- 
tients who experience this annoying side-effect. 
Each tablet combines 0.25 mg. ‘Sandril’ and 
7.5 mg. ‘Pyronil.’ 


ATTEND THE ANNUAL MEETING OF THE SOUTHWESTERN MEDICAL ASSOCIATION \ 
IN PHOENIX, NOVEMBER 16th THROUGH 18th. 
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UP on... 


ULTRASONIC ENERGY IS NOW DAILY EMPLOYED BY 10,000 PHYSICIANS in 
office,clinic, private and government hospitals. Hundreds of thousands of patients have 
been treated by this newer method. In addition, many medical schools are now teaching 
ultrasonics. 
Hundreds of papers have been presented and published in Medical journals on ultrasonics. 
They range from the empirical to carefuly recorded clinical work with controls ...labora- 
tory and animal studies to Biophysics. 

Ultrasonic energy has been reported upon extensively by eminent specialists, but far more 
abundantly by busy General Practitioners. These reports cover such common disorders, 
both acute and chronic, as: Bursitis, Osteo and Hypertrophic Arthritis, non-healing Vari- 
cose Ulcers, Scar Tissue, Asthma, Herpes Zoster, Low Back pains, Disk Syndrome, Joint 
Trauma, and a host of other conditions. Reports range from Podiatry to Dentistry to 
Ultrasonic Lobotomy. 

The extensive range of ultrasonic energy therapy has so stimulated Physicians from 
every specialty that a special society for the study of the subject was formed five years 
ago, comprising nearly 1,000 registrants at each annual full day Symposium. The 4th 
annual Symposium of The American Institute of Ultrasonics will be held at the Statler 
Hotel, Detroit, Michigan, August 27, 1955. All Physicians are invited. 

The Birtcher Corporation has been a pioneer in the development of ultrasonic equipment 
in this country. The Birtcher Megason Ultrasonic, complete with Mobile Table, Under- 
water Reflector Set and Pistol Grip Handle sells for $729.50, F.O.B. Los Angeles. 
Whether or not you intend to employ ultrasonic energy in your practice, it is well to be 
up on this dynamic new subject. A large collection of Medical reprints is yours for the 
asking. There is no obligation except to yourself to read the reprints. No Birtcher sales- 
man will call unless you specifically request. 


THE BIRTCHER CORPORATION 
LOS ANGELES 32, CALIFORNIA 
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THE PRESIDENT’S COLUMN 


Who Wants More Prepaid Medical Care? 


By JosePH BANK, M.D., PHOENIX 


It is generally conceded that socialized medicine 
is a threat which cannot be laughed off or ignored. 
But in the manner of combatting it there is no una- 
nimity of opinion, Early 
in the struggle against 
compulsory health in- 
surance the pressure was 
largely from political 
sources. It was believed 
then that bureaucrats 
were interested in in- 
creasing their power 
and that vote-seeking 
politicians sought to 
give ‘‘something for 
nothing.” To restrain 
such schemes it was 
natural to exert, influ- 
ence ‘on elected repre- 
sentatives and candidates 
for office, directly or through lobbies. 

A new look at the situation at this time shows 
that the proponents of increased health insurance are 
no longer limited to the ranks of politicians or office 
holders. Many of the voices “toh today urging more 
rapid spread of health insurance are those of leaders 
in management and labor, and also those of finan- 
ciers who are thinking about costs as well as needs. 
Corporations are expanding the nature of their health 
insurance programs. Unions demand health protec- 
tion increasingly as fringe benefits for their mem- 
bers. 


Dr. Bank 


Increasing Demands 


Estimates suggest that existing national facilities 
and personnel may prove insufficient to meet the 
demands or deferred demands of the increasing mil- 
lions who will be insured, and the increasing cover- 
age for those with present, more limited insurance. 
It is stated that one hundred million Americans are 
covered by some degree of health insurance, and 
those mostly for hospital care only. Sixty million 
people have no health insurance of any sort. Of the 
Nation’s total health bill, only 25 per cent were 
covered by any form of prepaid health insurance. 
Statistics also indicate that only 25 per cent of those 
earning less than $2500 a year have any form of in- 
surance protection. 


The questions raised by interested parties are how 
the increasing needs can be met in the future and 
what can be done to prevent the anxiety and tension 
that may be built up in millions of people if there 
occurs a shortage of physical plants, personnel or 
financial resources, in time of health need. This in 
turn may suggest a British type solution which all ° 
wish to avoid. It is believed, therefore, by the Editor 
of Forbes Magazine of Business and Finance, that a 
tremendous expansion of voluntary, more compre- 
hensive health insurance plans is imperative in order 
that the Government may not be called upon to do 
the job. 


New Pattern 


Some believe that an increased degree of “coopera- 
tion’ with the Government, perhaps as in the pro- 
posal of President Eisenhower for a re-insurance pro- 
gram, is advisable. Benson Ford, vice-president of 
the Ford Motor Company, believes that voluntary 
cooperation with the Government would serve to 
keep the reins of medical care in private hands, and 
in addition, make for the best use of combined public 
and private resources. It is argued that since the 
Government is in the health picture to stay, this 
would be a good time to set a pattern for the future 
because the present administration is sympathetic to 
the principles of private enterprise. In this challeng- 
ing situation, one might ask, is this policy of ‘‘co- 
operation” a step in the direction of socialized med- 
icine, or is it a realistic appraisal on the principle 
of “If you can’t lick ‘em, join ‘em’’? 


Reappraisal Needed 


Such expressions of opinion from economists, in- 
dustrialists, or financial magazines cannot be accused 
of being politically tinged or leftist, even though 
they may be considered slanted. We might be asked 
by our opponents for a ‘‘positive’’ program instead 
of being merely “‘agin it.” Has the time come for 
compromise and change rather than for putting all 
our eggs in the one basket of political opposition? 
At a time when so many others are trying to do our 
thinking for us, would it not be wise for us, in self 
interest, to reweigh and reappraise exactly where we 
stand in the light of current events. 


is 
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APHORISMS and MEMORABILIA 


Miscellaneous Medical Truths and Concepts 


By ANprRew M. BaBey, M.D., Las Cruces, N.M. 
(Continued) 


31. “When a patient is angry with his doctor, 
especially a doctor whom he is seeing for the first 
time, the source of that anger lies within the patient 
and is not due to something the doctor has done or 
has not done........ The strangest part of this 
phenomenon is that the doctor's conscience usually 
insists that it is all his own fault and he believes, 
falsely, that the patients of a good physician worship 
him and never get angry. This is false, for anger 1s 
such a universal feeling and one so important that a 
doctor whose patients never can feel free to express 
dissatisfaction or anger toward him is not a good 
* doctor.” Brian Bird; American Practitioner; February, 
1955; P. 275. 


32. “It is common to find that anger covers or 
is a defense against anxiety—anxiety from any source. 
Realizing this, one can often say to a hostile patient 
that he must be very anxious and thus bring the 
truer feeling to light.” Bird; /oc. cit.; P. 276. 


33. ‘In fact, it can be said that whenever a pa- 
tient of average intelligence finds difficulty in under- 
standing or carrying out directions, one should sus- 

t the presence of a strong hidden emotion.” 
Bird; Joc. cit.; P. 276-277. . 


34, “‘It is best not to try to like patients for whom 
there is an unreasonable dislike, and it is best not 
to try to treat them. Instead, arrange for them to go 
to another doctor.” Bird; Joc. cit.; P. 277. 


Advice 


35. “It is not uncommon for people to ask for 
advice when it is impossible for them to follow it 
or when they have already decided upon a set course 
of action. Advice that goes contrary to what they are 
going to do is then always wrong. All it does is 
throw doubt upon their action and lessen their 
chances of success. When people ask if they should 
get married, or have a bab , or stop drinking, or 
whatever, it is not bad to ask them, in turn, whether 
anything they are told will make the slightest dif- 
ference. The doctor will be surprised how often he 
gets ‘no’ for an answer.” Bird; /oc cit.; P. 280. 


36. “How can any doctor resist when a patient 
says, ‘I could ask this only of you. No one else in 
the world could give me this advice’? And the pa- 
tient’s words are often true: the doctor has it at his 
command and in his power to give good advice—and 
he should give it. But always and only after all the 
facts are known. In addition, he should make certain 
that he does not unknowingly contradict advice given 
by others.” Bird; Joc. cét.; P. 280. 


37. “The doctor should make certain, too, that 
the patient understands his advice—and lastly that 
there is some chance he will follow it. Otherwise it 
should not be given.” Bird; Joc. cit.; P. 280. 


Tears 


38. “So, when a patient seems near tears, why 
not let him cry and why not sit by until he lets a 
good part of it out? It is not ge and it may be 
impossible for some doctors to do this. But the 
dividends are great. For after tears have come is the 
time when a patient can often talk best—or perhaps 
it is the only time...... Tears can have a remarkably 
seductive effect and from that standpoint can be very 
dangerous. They tend to arouse in the observer power- 
ful feelings of sympathy, wishes to bring comfort 
and tenderness, impulses to take the tearful person 
into one’s arms. This initial and innocent reaction, 
which is much like the attitude a mother has to her 
crying baby, can quickly extend or change into feel- 
ings that are frankly sexual. The change may be so 
sudden and unprepared-for that the doctor is caught 
completely off guard and will engage in behavior in 
which ordinarily he would have no part.” Bird; Joc. 
cit; P. 281. 


39. “Grief, like tears or others emotions, is nor- 
mally self-limited, that is, it runs its course in a slow 
but steady, progressive way. But occasionally it does 
not, and doctors might be advised to watch out for 
signs of a grief that does not let up—say, after some 
months—and to realize that something has gone 
wrong.” Bird; /oc. cit.; P. 281. 


Truth 


40. “What about those patients who demand to 
know the truth, the ones who beg to know, who de- 
clare they are strong enough to be told the worst, 
the ones who say they will feel better if they know? 
What about them? The most important thing to 
realize with such patients is that the doctor need never 
consider their questions, demands, supplications, or 
literal arguments at face value. The doctor is al- 
ways in a much better position if he looks behind 
the patient's words, if he feels free to suspect in 
every case that the words are not as brave or as real 
as they sound. The patient does not mean what he 
says. He may think he does—he may insist upon it— 
but really he does not want to know whether he is 
going to die.” Bird; loc. cit.; P. 282. 


41. “There is a wonderful mechanism in the 
human mind that enables patients to do this—to see 
hope where no hope exists, to blind themselves to 
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all the signs of death. It is a wonderful mechanism 
called denial, and it acts very much like morphine . . . 
It is truly remarkable to what extent this mechanism 
works. When it works well, it is infinitely more 
powerful than any drug. With all his senses intact, 
the patient slowly dying from cancer can watch his 
weight steadily dropping, can see the gross cancerous 
changes taking place, can assist in the increasingly 
burdensome dressings, and yet in spite of all the 
evidence piling up so high, can cheerfully go on 
making plans for the future and talking of the time 
when he will be completely well again. This function 
of denial operates without the patient’s knowledge.” 
Bird; Joc. cit.; P. 283. 


Denial 


42. ‘The physician, seeing evidence of denial, is 
commonly tempted to combat it, to set the patient 
straight. Some physicians are annoyed by the absur- 
dity of the situation and cannot understand how an 
intelligent person can be so stupid. But in spite of 
feeling impatient or annoyed, the physician should 
recognize that he can help best by fostering this 
natural, built-in defense, by restraining any wish he 
may have to force facts upon the patient.” Bird ; /oc. 
cit.; P. 283. 


43. ‘Whenever a patient has little to say, when- 
ever he is slow to respond, or does so sparsely and 
in a listless way, always suspect that he is depressed. 
One of the main signs of depression is a reduction 
and limitation of talking. Thus, in talking with a 
depressed patient, an actual difficulty will be present: 
it will be hard to get him to say much.” Bird; /oc. 
cit.; P. 284. 


44, “In order to safeguard the patient, the doctor 
in all cases of depression should try in a very careful 
way to evaluate the suicidal risk.” Bird; Joc. cit.; 
P. 284. 


45. “Talking to a patient about suicide can be 
decidedly unpleasant, and the doctor's reluctance to 
do it is understandable. But it is a task he cannot 
shirk. Furthermore, once a decision has been reached 
that the patient is in danger of suicide, something 
must be done: the patient must be put in a protected 
place. And this, too, is difficult for the doctor to 
talk to the patient about.” Bird; Joc. cit.; P. 285. 


46. “Most doctors have at least some feeling of 
discomfort or embarrassment when talking with pa- 
tients who are mentally ill. It is as if the mentally 
ill are another race of people, from another planet, 
as if there is something unnatural about them.” Bird; 
loc. cit; P. 285. 


Psychotic 


47. “The first point to have clearly in mind is 
that a mentally ill patient is psychotic—not neurotic. 
One can talk with a neurotic patient in a completely 
usual way. One cannot talk successfully with a psy- 
chotic patient in the usual way.” Bird; Joc. cit.; P. 
285. 
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48. If, for example, his psychotic ideas concern 
his stomach and bowels, one may be sure’ there: will 
be no valid sense in what he says about them or in 
his understanding of what the or tells him. He 
will be talking of one, the doctor of another, and 
there will be no common meeting ground. Once, 
however, the doctor gets away from the delusional 
area—perhaps even to talking about the bowels of 
someone else, or about some other part of his body— 
he will be free to understand anything that is said 
to him and he will report accurately how he feels.” 
Bird; Joc. cit.; P. 285. 


49. “The physician, if he is called upon to help 
get the patient into a mental hospital, will do it most 
easily by taking charge, by sealiiee lengthy talk or 
attempts at reasoning. The patient will not under- 
stand or agree that he needs to go to a hospital, and 
it will be impossible, as a rule, no matter 2 a words 
the physician uses, to make him understand.” Bird; 
loc. cit.; P. 285. 


50. “Doctors are often reluctant to tell a patient 
he is mentally ill. They feel sorry for the patient, 
feel that the patient will be sensitive—will be hurt 
or ashamed or angry. The truth is that the psychosis 
of the patient in large measure protects him from 
such hurts. He believes fully in his delusions and 
is not ashamed of them.” Bird; /oc. cit.; P. 286. 


Whenever a patient's behavior in 
treatment is peculiar or uncooperative, the first thing 
the doctor should think of is the level of the patient's 
intelligence.” Bird; Joc. cit.; P. 286. 


Retarded 


52. “A retarded patient must be talked to and 
managed very differently than the ordinary patient.” 
Bird; /oc. cit.; P. 287. 


53. “So, with an anxious patient, it is helpful to 
talk with him about his anxiety and to give him a 
chance to tell why he is anxious. Be prepared, too, 
to hear some ‘weird fears and fantasies.’ Remember 
the fantasies of children and be prepared to hear 
many of them from patients, especially when they 
are physically ill. They will have all kinds of peculiar 
explanations for their illnesses, and do not be too 
quick to cut them off and to set them straight. Let 
them, as it were, empty their stomachs of the bad 
food before they are fed the good food.” Bird; Joc. 
cit.; P. 288. 


54. ‘A very common tendency is to talk too much 
to a patient about ourselves and our families. Some 
doctors do this as a form of reassurance to show the 
patient that he is not alone in his suffering. Most 
of the time no help is gained from this practice, and 
instead it tends to stop the patient from telling more.” 
Bird; Joc. cit.; P. 288. 


(To Be Continued) 
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Antithyroid Drugs 


By JAcK A. BERNARD, M. D., Et Paso 


The introduction of thiourea and thiouracil in 
1943 was followed by the related compounds thio- 
barbital, aminothiouracil, propylthiouracil, methyl- 
thiouracil, iodothiouracil, Meprocil (a combination 
of methylthiouracil and propylthiouracil), Tapazole 
and Neomercazole. Because of their high instance of 
toxicity, all have been generally abandoned except 
propylthiouracil, Tapazole, and Neomercazole. Pro- 

ylthiouracil has enjoyed the widest usage and its 
incidence of reactions has been found to be about 
1.5 per cent. Tapazole is considered to have an in- 
cidence of reactions from three to six per cent. Neo- 
mercazole was first thought to have a low incidence 
of reactions but further clinical studies have indicated 
its toxicity, the exact incidence of which is yet to 
be determined. 


Propylthiouracil 


Propylthiouracil would seem for the present to be 
the antithyroid drug of choice, with its established 
low incidence of toxicity of 1.5 per cent. The 
suggested dosage is 200 to 400 mg. daily, with 
300 to 500 mg. daily necessary for the adenomatous 
goiter with hyperthyroidism. It has been found that 
in many instances inadequate dosages for control have 
been used, and 600 to 1,000 mg. daily are often 
necessary. Also toxic reactions do not seem to be 
related to the size of the dosage, as side reactions 
may occur even in patients receiving 50 mg. daily. 
The side reactions include dermatitis, drug fever, 
leukopenia, and serious agranulocytosis. 


Tapazole 


Tapazole (1-methyl-2-mercaptoimidazole) has been 
thought to be more effective and to act more quickly 
than the other thiourea derivatives. It is 25 times 
more potent than thiouracil, 10 times as active as 
propylthiouracil. The recommended dosage is 20 to 
50 mg. daily, with maintenance dosage of five to ten 
mg. daily. Toxic reactions as have been mentioned 
occur in three to six per cent of the cases and include 
skin reactions, stomatitis, severe granulocytopenia. 
Antihistamines and reduction of dosage have been 
used to control the skin manifestations in some in- 
stances. 


There seems to be a definite relationship between 
the size of the dose of Tapazole and the develop- 
ment of reactions in that toxic reactions more com- 
monly developed in patients who received the higher 
dosages (above 40 mg. daily). Therefore a reduced 
dosage (20 to 40 mg. daily) may result in less re- 
actions. 


Neomercazole 

Neomercazole, a modification of Tapazole, seems 
to be well tolerated at a dosage level of 60 mg. a 
day, which is about twice the dosage needed for the 
initial control of most cases of thyrotoxicosis. Dos- 
age is the same as for Tapazole: 30 mg. per day 
initially, with a maintenance dosage of 15 mg. per 
day. At the higher dosage levels toxic reactions such 
as dermatitis, joint involvement may, occur, but severe 
reactions of agranulocytosis are being reported as 
more extensive clinical trials are reported. 


Summary 

In summary, a review of the antithyroid drugs 
reveals that the drug with the lowest incidence of 
toxicity is the drug of choice. Propylthiouracil has 
enjoyed the widest usage and seems to have the low- 
est incidence of toxicity of the drugs studied. Tapa- 
zole has a slightly increased incidence of toxicity, 
but the reactions are not as serious and agranulocyto- 
sis does not seem as common. Also its incidence of 
toxicity may be reduced if the higher dosage is 
avoided. Neomercazole seems to have about the same 
incidence of reactions as Tapazole. 


Southwest Blood Banks Medical Director 
Named 


Dr. John B. Alsever, internationally known for his 
work with blood programs, who spent 13 years 
with the U. S. Public Health Service, is the first 
fulltime medical director for Southwest Blood Banks, 
Inc., with headquarters in Phoenix, Arizona. 

Dr. Alsever has supervisory responsibility for the 
technical, scientific, experimental, educational, re- 
search, and laboratory work of Southwest Blood 
Banks. 

A graduate of Harvard Medical School and Syra- 
cuse University, Dr. Alsever organized and directed 
the latter's medical center and blood transfusion 
service. He also was an instructor in pathology at 
Syracuse Medical School. 


Southwestern Ob-Gyn Meet in El Paso 
October 28-29 


The annual meeting of the Southwest Obstetrical 
and Gynecological Society will be held in El Paso, 
Texas, October 28 and 29. Physicians from Southern 
California, Nevada, Arizona, New Mexico, and El 
Paso county are members of the society. Dr. Celso 
C. Stapp of El Paso is president. Complete details 
of the meeting will be carried in forthcoming issues 
of Southwestern Medicine. 
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FREDERICK P. BORNSTEIN, M. D., Epiror — Case No. A-466 
PRESENTATION OF CASE BY Dr. E. S. CRosseTT 


HISTORY 


Dr. Samuel Stubbs: 

This seventy-six year old Latin American man was 
brought to the emergency room and abandoned on 
April 29, 1955. No information could be obtained 
except that furnished by the patient and it was con- 
sidered somewhat unreliable. He had been ill for 
five to six weeks with difficulty in breathing and 
an odd sensation in the epigastrium, described as 
something which “cut off his breath’. For two 
weeks he had nausea, anorexia and vomiting after 
eating. 

Physical Findings: Blood pressure 96/66, pulse 
108, respiration 32 per minute, temperature 96°, The 
patient appeared critically ill, emaciated, was vomit- 
ing, stuporous and weak. 

Ears: An ulcerated lesion on right external ear. 

Eyes, Nose, Throat: Not remarkable. 

Chest: There is an increased AP diameter of the 
chest. 

Lungs: Questionable rales and dullness in the 
left base. Respirations shallow. 

Heart: There is a normal sinus rhythm, No 
murmurs are heard, no enlargement noted. 

Abdomen: There is a large, irregular mass in the 
epigastrium. The mass is nodular and is thought 
to be an enlarged liver. The nodules are one to two 
centimeters in size and quite firm. 

The remainder of the physical examination was 
considered within normal limits considering the age 
of the patient. 


A stat X-ray film of the chest was taken and in- 
terpreted by the admitting intern as showing an area 
of atelectasis on the left, probably due to carcinoma, 
metastatic. The patient was admitted with impres- 
sions of: 

1. Gastro-intestinal malignant lesion, probably 

stomach. 

2. Dehydration and malnutrition. 

3. Senile emphysema. 


Course in Hospital: The patient was placed in 
the medical ward and given supportive care, intra- 
venous fluids, tetracycline and expectorants. On the 
basis of the chest film report, the patient was trans- 
ferred to the tuberculosis hospital on 5-3-55. Here 
the patient continued to receive symptomatic treat- 
ment, but slowly deteriorated. Bronchoscopy and 
liver biopsy were considered but the patient, it was 
felt, was too critically ill to tolerate these procedures. 
The patient had a severe cough which was partially 
relieved by small amounts of codeine. At times he 
complained of epigastric and calf pain. His tem- 


perature ranged from 96° to 99.4°, respirations were 
about 30 and shallow, and the pulse varied between 
82 and 116, Tetracycline was discontinued and peni- 
cillin given. From 5-1-55 until the last hospital day 
the patient was able to take some food and fluids 
orally. Respirations became more labored on the last 
day; the patient became delirious and irrational and 
was in coma for six hours before he expired on 
5-10-55. 


Laboratory Findings: 


C.B.C, - R.B.C, --------4.10 million 
12,200 
87 
13 

Urinalysis - Sp. gr. ----------- 1.018 
Albumen ........ negative 
negative 
W.B.C, -----15 to 20/HPF 


Sputum — Three negative smears for tubercle bacilli; 
cultures not yet reported. 
Kahn and Kolmer — negative. 


X-ray Reports: 
Chest, 4-29-55 Findings consistent with far ad- 
vanced, fibro-exudative, acid-fast lesion with partial 
cavitation on the left. 
Chest and Abdomen, 5-2-55 Left pleural effusion 
since the previous examination, otherwise no changes 
in the chest. Paralytic ileus, no evidence of mechan- 
ical obstruction. Possible ascites. 


X-RAY DISCUSSION 


Dr. Charles Me Vaugh: 


The obvious changes, most marked in the left 
chest, appear to be inflammatory and fibrotic in 
nature. Most of this seems to be of rather long stand- 
ing rather than an acute process. On the lateral view 
the inter-lobar fissure is thickened. There is some 
degree of atelectasis of the left upper lobe (Fig. 1) 
because the lower margin of the lower half of the 
inter-lobar fissure appears to be too far anterior. 
There is a dense area at the hilus in the lateral view. 
These changes, I believe, are of some duration, 
probably largely inflammatory in origin, but the dense 
mass in the area may well be a neoplasm. In the right 
chest, in the apex, there is a soft, fairly well circum- 
scribed lesion which could be a granuloma; however, 
it is fairly well defined and could also be neoplastic 
in origin, or possibly tuberculous or fungus. The 
extent of the changes in the chest involving both lung 
fields limits the differential diagnosis radiographical- 
ly to two things: one, a granulomatous infection such 
as tuberculosis and the fungus diseases, or, two, neo- 
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lasm. There are also changes in the right middle 
obe area which are again ill-defined, irregular and 
could all be part of the same process, either an in- 
flammatory or a metastatic involvement. 


Normal Heart 
The heart is not well outlined because of the over- 
lying consolidation, however it appears to be within 
normal limits. I do not see any metastases or de- 
stuctive processes in the skeletal system. Three days 
later the second examination reveals evidence of fluid 
in the left base and I believe this represents early 
atelectasis of the lower lobe, at least there are linear 
densities here which appear to be atelectatic areas. It 
could be a new inflammatory process extending down 
into the left lower lobe. So, radiographically, I think 
the most likely differential diagnosis would be gran. 
ulomatous disease or neoplastic involvement with 
metastases. I cannot make a definite radiographic 
diagnosis. This area could contain a bronchiectasis 
as these changes are of some standing. 
Abdominal Film 
At the time of the second chest X-ray, there was 
also an abdominal film taken which reveals no evi- 
dence of intestinal obstruction. There is considerable 
as consistent with a paralytic or adynamic type ileus. 
he gas shadows appear to be low. I cannot define 
the liver or the spleen. There is a loss of the normal 
landmarks in the upper abdomen. The psoas sha- 
dows are not well visualized. I cannot visualize the 
kidneys. The fascial planes along the lateral aspect 
of the abdomen are also pretty well obliterated. This 
suggests a peritonitis or fluid, probably peritonitis. 
I cannot definitely tell if. the liver is enlarged, but 
there is something displacing the entire large and 
small bowel downward. So, in the abdomen the 
findings are those of a paralytic ileus, possible fluid 
and peritonitis, and possible enlarged liver. 


DIFFERENTIAL DIAGNOSIS 


Dr. E. S. Crossett: 

‘In reviewing the protocol and chart on this pa- 
tient, the pertinent findings are as follows: The pa- 
tient was a seventy-six year old white male brought 
to the emergency room practically comatose with a 
questionable history of having been ill for five to 
six weeks and difficulty in breathing, nausea and 
vomiting after eating of two weeks duration. The 
physical findings included a blood pressure of 96/66, 
pulse 108, respirations 32 per minute and labored 
and a temperature of 96°. He was emaciated, vomit- 
ing, stuporous and weak. There was an ulcerated 
lesion of the right ear. There were questionable rales 
and dullness in the right base. There was an irregular 
mass in the epigastrium about the size of a saucer 
and the liver was two fingers below the costal margin 
and was nodular, the nodules being one to two cen- 
timeters in size. 


Blood Count 


The laboratory work revealed a red blood count 
of 4.1 million cells, the white blood count 12,200 
with 87 per cent segs. The urinalysis was negative 
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and smears for acidfast bacilli were negative. The 
patient was given intravenous fluids, placed on achro- 
mycin and transferred to the tuberculosis ward. He 
apparently responded somewhat and was able to eat. 
He continued to cough and complained of gastric and 
calf pain. In spite of this treatment he died seven 
days later, apparently in a coma. 


Questions 

There are a few symptoms, details of which I 
couldn't find on the chart. First, he had a cough. 
Was this cough dry and nonproductive or was it pro- 
ductive, and if it was productive what did he a. wo 
and how much? Second, he was able to eat and take 
fluids, but there was no mention made as to his 
bowel movements. Was he having bowel movements 
and if so were they normal? I think Dr. Stubbs took 
care of the patient and I wonder if he could tell us 
the answers. 


Dr. Stubbs: 

The patient had normal bowel movements except 
for one attack of diarrhea. The sputum was copious 
and, in the later part of his disease, was brown and 
foul smelling. 


Dr. Crossett: 


Thank you. In looking over the films, I agree 
with Dr. McVaugh that tuberculosis and carcinoma 
are likely possibilities, or fungus infections along 
with tuberculosis, but I also think that this lesion in 
the left chest is compatible both with a carcinoma and 
with a lung abscess. The lesion in the right apex 
is fairly suggestive of tuberculosis or a granuloma 
and the lesions in the right lower lobe could be either 
metastases, abscess or a pulmonary infarct or some 
such similar lesion. Because there were few diag- 
nostic procedures carried out on this patient, I think 
it would be worth while to go over some of the 
methods that we use in diagnosing these three most 
likely possibilities, 


Carcinoma of Lung 


Carcinoma of the lung may occur in any part of 
the lung and can cause a great variety of X-ray find- 
ings which may be indistinguishable from tuberculo- 
sis, lung abscess, pneumonia or any process causing 
X-ray changes in the lung field. For this reason, X- 
rays are of more value in demonstrating the presence 
of a lesion than in diagnosing it. The symptoms of 
carcinoma of the lung are variable and largely com- 
mensurate with the location of the tumor, the size, 
the degree of bronchial obstruction and the degree 
of infection associated with it. Cough, hemoptysis, 
weight loss, chest pain, shortness of breath, wheezing 
and symptoms of pulmonary infection and hoarseness 
are the symptoms most often _ and may occur 
singly or in combination. Peripheral lesions will often 
be asymptomatic until they have invaded the adjacent 
chest wall or mediastinum, or have encroached upon 
the larger bronchi. 
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Procedures 
When carcinoma is suspected from the X-ray and 
clinical picture, the following procedures can be used 
to confirm the diagnosis: 


1. Bronchoscopy. In thirty to forty per cent of 
cases, the tumor can be directly visualized and biop- 
sied. 


2. Bronchial secretions and repeated sputum exam- 
inations for malignant cells will be positive in about 
eighty per cent of the cases according to the literature. 
There will be one to two per cent false positives 
reported, 
3. Bronchography or bronchograms are occasionally 
useful in demonstrating a partial bronchial occlusion 
in an area of the lung not accessible to the broncho- 
scope, such as in the upper lobe. It is especially in- 
dicated in patients having hemoptysis, cough or 
wheeze in which all other diagnostic findings are 
negative. 
4. Scalene node biopsy may occasionally establish 
the diagnosis, but is most useful in differentiating 
carcinoma from such diseases as Boeck’s sarcoid and 
lymphoma, and it is also useful in determining in- 
operability, since a positive node is an indication that 
the lesion is incurable. 
5. Pleural effusion is a frequent accompaniment of 
carcinoma of the lung and cytological examinations 
of the pleural fluid may reveal the diagnosis. The 
— of tumor cells in the fluid indicates inopera- 
ility, but clear pleural fluid without tumor cells in 
itself is not a contra-indication to exploration, - 


6. Angiography of the pulmonary artery has been 
suggested as a diagnostic procedure, but it is not 
practical and is probably more of academic interest 
than anything else. 


7. When all the above measures have failed, an 
exploratory thoracotomy is indicated in all suspicious 
cases. 


Pulmonary Abscess 
The second likely possibility here is pulmonary 
abscess. Pulmonary abscess may result from: 
1, Aspiration of infected material into the tracheo- 
bronchial tree. It is most likely to occur when there 
has been a disturbance in bronchial physiology as 
with anesthesia, acute alcoholism or coma. 


2. Bronchial obstruction, either by tumor or foreign 
bodies. It has been reported that ten per cent of 
pulmonary abscesses occur as the result of necrosis 
in a rapidly growing tumor with secondary infection 
or as the result of bronchial obstruction. 


3. Pulmonary ischemia: infected emboli or infec- 
tion of an infarcted portion of lung may give rise 


to an abscess. 


4. Penetrating injuries with damage to pulmonary 
tissue occasionally originate an abscess. 

5. Pneumonia may occasionally poe to abscess 
formation, especially when Friedlaender's or pneu- 
mococcus type III organisms are the causative agents. 
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No Picture 


There is no pathognomic picture of lung abscess; 
the symptoms may be mild or severe. The physical 
findings are of little help in making the diagnosis 
of an abscess since there may be no physical findings 
or findings consistent with a pneumonitis, cavity or 
emphysema, depending on the extent and location 
of the lesion, 

X-rays may or may not be very helpful in establish- 
ing the diagnosis. The presence of a pneumonitis 
which progresses rapidly to a cavity with a fluid 
level and the evacuation of pus into a bronchus is 

uite diagnostic. X-rays are also extremely useful in 

Sdlaning the course of the disease as it is being 
treated medically and, finally, will help determine 
whether or not the abscess is cured medically. 


Bronchoscopy 

Bronchoscopy should be done on every patient 
who has a lung abscess: first, to exclude the pos- 
sibility of an obstructive bronchial lesion; second, to 
localize the segment or segments of lung involved; 
and third, to obtain secretions for bacteriological and 
cytological studies. 

Tuberculosis, like syphilis, may produce a charac- 
teristic picture or it may be responsible for any 
variety of findings. Tie classic symptoms of cough, 
expectorations, hemoptysis, fever, night sweats or 
weight loss either singly or in combination should 
suggest the possibility of tuberculosis and lead to 
further studies. Likewise, persistent rales over the 
apex of the lung should suggest the same diagnosis. 


X-Ray Examination 

The X-ray examination when tuberculosis is sus- 
pected should include posterio-anterior and lateral 
films of the chest. 
1, Almost all patients with tuberculosis will have 
changes on X-ray film. There are two notable ex-: 
ceptions to this: occasionally miliary and bronchial 
tuberculosis will not produce changes. 
2. The manifestations of tuberculosis are so variable 
and so many other diseases of the lung may simulate 
tuberculosis that a definite diagnosis should not be 
made on the X-ray alone. However, certain X-ray 
pictures are very suggestive of tuberculosis and will 
call for intensive and extended study in an attempt 
to prove the diagnosis. 
3. Serial X-rays are useful since occasionally a sus- 
picious lesion will promptly disappear. Conversely, 
activity can be gauged if the process progresses or 
cavitates. 
4. Only by finding the organism can a positive 
diagnosis be made. 


Clues Summarized 


Now after discussing the various methods of diag- 
nosing these lesions, it seems worth while to sum- 
marize the clues we have. The history, as fas as I 
can see, is of little value. The physical examination 
is useful in that it indicates that the patient is a 
wasted, terminally ill man with a cough and a large 


1€ 
O- 
le 
it. 
id 
I 
h. 
-0- 
ice 
ke 
nis 
its 
ok 
us 
spt 
_| 
ree 
ma 
ng 
in 
nd 
eX 
ma 
ner 
me 
nk 
the 
ost 
of 
nd- 
ilo- 
ing 
X- 
nce 
_ of 
ize, 
ree 
SiS, 
cur 
ten 
‘ent 
pon 


Page 368 


Figure 1 
Chest X-Ray of Patient, A-P View 


mass in the epigastrium and an enlarged nodular 
liver. As far as I know, a malignancy is the only 
disease that would present that picture. I do not 
believe that syphilis, cirrhosis or tuberculosis of the 
liver in a man of this age would cause an enlarged 
liver with nodules one to two centimeters in diameter. 
There is no clue as to the origin of the malignancy. 
Statistically, it is most likely to be gastric in origin. 

The laboratory work is of little value. The red 
blood count is 4.1 million, I think this represents 
either a laboratory error or the effects of dehydration. 
With infection there should have been fever and a 
higher leucocyte count, but in an aged man, chronical- 
ly ill, they may be absent. 


Some Value 

The X-rays, of course, are of some value in that 
the lesion in the right apex is sufficiently suggestive 
of tuberculosis, I think, to make that diagnosis. The 
lesion in the left lung could be a carcinoma, but I 
would think that a carcinoma of the lung giving wide- 
— metastases to the liver would also cause evi- 

nce of lymph node involvement in the neck or in 
the mediastinum, and along the mediastinum I can 
see no evidence of enlarged nodes. 

His course in the hospital is helpful in that he 
produced purulent, foul sputum, which is most sug- 
gestive of a lung abscess. Also, for some unknown 
reason, there was a mention that the patient com- 
plained of calf pain. I don’t know why that was 
thrown in, but it may be that it indicates that he had 
a thrombophlebitis and that some of these chest find- 
ings are on the basis of pulmonary infarcts and, pos- 
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Figure 2. 
Bronchogenic Carcinoma Infiltrating the Carina 


sibly, that the abscess was on the basis of a broken 
down, infected, pulmonary infarct. 


Estimate 

With these things in mind, I would guess that the 
patient had: 
1. Tuberculosis of the lung which is an incidental 
process and not the cause of the patient's terminal 
illness. 
2. Lung abscess and pulmonary infarction. 
3. Carcinoma of the stomach with hepatic metas- 
tases. 


Dr. Jack Postlewaite: 

I was out of town when this case was transferred 
to the tuberculosis ward, but I have been constantly 
aware of the fact that we're going to bury a number 
of patients out there in the tuberculosis ward who 
don’t have tuberculosis. They represent carcinomas 
or rheumatic fevers. We constantly have trouble 
with that problem of differential diagnosis. Here 
is an instance of a man transferred to the tuberculosis 
ward with three negative sputa. It is possible to 
have advanced disease when it is nigh unto impos- 
sible to obtain positive sputum, but I think the tl 
den of proof is on the individual making that diag- 
nosis when the three sputa are negative and they're 
purulent sputa, This lesion must be open somewhere. 


Second Point 


The second point is that, I think, all too often we 
are not taking advantage of auxiliary procedures that 
Dr. Crossett talked about, and not asking our con- 
sultants to come in. Bronchoscopy can be done even 
in a terminal individual. I don’t believe our bron- 
choscopists are anxious to have a high mortality rate 
and they're not having a very high morbidity rate. 
Ill patients are sometimes improved when, by bron- 
choscopy, their airway is cleared. 


Final Remark 


A final remark is that, diagnostically, I think a 
few things were not done that ten days of hospitaliza- 
tion should have offered. We are perhaps a little 
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Figure 3 
Extensive Pulmonary Fibrosis. Note the Absence 
of Tumor (100X) 


burdened here by not having some of the skin test 
material available to differentiate the fungus, tuber- 
culosis infections and so forth. And, in addition, I 
think that we fail to recognize that these debilitated, 
comatose individuals may have some other disease, 
unrelated to the obvious findings, which is the cause 
of death. But this lesion, without evidence of metas- 
tases if it is a malignancy, shouldn't have killed un- 
less it ruptured the main artery. This lesion, if it’s 
tuberculosis, obviously shouldn't have killed, and if 
it's fungus, likewise. Therefore I think your cause 
of death may still startle us and be related to his 
comatosed admission. The coma may not be just the 
result of toxic infection, malnutrition and obvious 
debility. It’s true he had an ulcer in his ear; I guess 
he was in bed three weeks before he got here, but 
the cause of death is not clear to my mind. 


Dr. Frederick P. Bornstein: 


I'm a little confused, Dr. Postlewaite. Do you 
think this man had tuberculosis or do you think he 
did not have tuberculosis? 


Dr. Postlewaite: 

I don’t think he had tuberculosis. 
Dr. Bornstein: 

What do you think the lung lesion is? 
Dr. Postlewaite: 


I think there is an obstruction of the bronchus, 
probably due to a malignancy. 


CLINICAL DIAGNOSIS 
1, Pulmonary tuberculosis. 


DR. CROSSETT’S DIAGNOSIS 


1, Tuberculosis of the lung which is an incidental 
Process and not the cause of the patient’s terminal 
illness. 

2. Lung abscess and pulmonary infarction. 

3. Carcinoma of the stomach with hepatic metas- 
tases. 


Figure 4 
Oat Cell Carcinoma of Lung Intimately Associated 
With Pulmonary Fibrosis (430X) 


ANATOMICAL DIAGNOSIS: 


1. Bronchogenic carcinoma, left main bronchus. 
2. Metastases to lymph nodes and liver. 
3. Pulmonary fibrosis. 


PATHOLOGICAL DISCUSSION 
Dr. Frederick P. Bornstein: 


On autopsy we found the body of a slender, elder- 
ly man. The main findings were in the chest. The 
pericardium and both pleurae were studded with in- 
numerable tumor nodules. A large tumor was found 
in the left lung, directly at the carina. (Fig. 2) This 
tumor had infiltrated diffusely along the branches of 
the bronchi and had directly extended into both lungs. 
At its origin, the tumor had formed a grayish-white, 
gritty mass which measured six centimeters in greatest 
diameter. In addition, metastases to the liver had oc- 
curred which were numerous and measured up to 
four centimeters’in greatest diameter. 


Right Upper Lobe 


In view of the unusual X-ray findings, I was 
especially interested in the right upper lobe. This 
lobe was anthracotic and fibrotic, but completely free 
of tumor on both gross and microscopic examination. 
(Fig. 3) Microscopically the tumor was predominant- 
ly composed of rather small cells, but there also was 
an admixture of anaplastic squamous cells, In ad- 
dition, the pulmonary fibrosis was intimately as- 
sociated with the tumor. (Fig. 4) 


Remarkable Feature 


The remarkable feature of this case consists of 
the fact that two independent diseases existed in the 
lung, namely, a pulmonary anthrocosis with fibrosis 
of rather long standing and, secondly, a fairly recent 
oat cell carcinoma of the lung which was grafted upon 
the other condition. It is this mixture of two patho- 
logical processes which had a tendency to obscure the 
clinical picture and lead to such equivocal X-ray 
findings. 


a 
n 
al 
ed 
tly 
er 
ho 
ble 
ere 
Isis 
to 
Os- 
ur- 
ap- 
re 
re. 
we 
on- 
ven 
rate 
on- 
ka 
iza- 
ittle 


Page 370 SOUTHWESTERN MEDICINE AUGUST, 1955 


Traumatic Rupture of Right Diaphragm with Herniation of 
Liver, Colon, Gallbladder and Omentum Into the Right Hemithorax 


By JAcK T. Rusu, M.D., F.A.C.S., EL Paso 


Traumatic rupture of the right diaphragm with 
evisceration of the liver, colon, omentum, etc., into 
the right hemithorax is a surgical curiosity rarely 
seen in military or civilian life. 

In Dr. Harrington's series of five hundred and 
fifty-nine cases of diaphragmatic hernia seventy-one 
were traumatic and only two were through the right 


diaphragm. (1) 


In a review of recent literature Strode and Vance 
could find only five cases reported. (2) 


Dr. Neal in The February Annals of Surgery re- 
ported finding ten cases in the literature. (3) 

Because of the rarity of this condition we wish 
to report one case. 


Figure 1 
Barium Enema Showing Transverse Colon 
in Right Chest 


The symptoms following right diaphragmatic her- 
nia are varied, depending upon the degree of com- 
pression of the involved organs. 


On physical examination dullness is usually pre- 
sent over the lower thorax posteriorly while there 


From the Surgical Service, William Beaumont Army Hospital, 
El Paso, Texas. 


Figure 2 
Open Chest Showing Gallbladder, Liver, 
Colon and Omentum Protruding Through 
the Right Diaphragm 


may be an area of increased tympany anteriorly if the 
herniated colon is filled with gas. 


The diagnosis is usually made by x-ray. 


X-rays of the thorax reveal an irregularity and 
elevation of the right diaphragm. Barium enema 
demonstrates the presence of the transverse colon in 
the right chest. Upper G. I. series will demonstrate 
a distortion of the stomach with marked elevation 
of the duodenum. 


Treatment is surgical repair, most easily carried 
out through the thorax. 


Case Report Major C. J. P. 
William Beaumont Army Hospital 


In February 1945, the patient was in a crash of 
a B-29 Bomber near Calcutta, India, and was treated 
in a U. S. Army hospital there. He suffered fractures 
of the skull, pelvis, both ankles, some ribs on the 
right side and was unconscious for two days. 


He developed pneumonia and hydrothorax on the 
right side, but made an uneventful recovery. 


In 1951 while flying at 10,000 feet he noticed 
dyspnea, and pain in his right arm and shoulder. 


In December, 1952, a chest film revealed an ele- 
vated irregular right diaphragm. 


Barium enema revealed the presence of a loop of 
transverse colon in the right chest. (Fig. 1) 
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A G. I. series revealed the stomach and duodenum 
to be elevated and pulled to the right. 

He was admitted to William Beaumont Army 
Hospital on 17 April, 1953. 


Physical Condition 


Physical examination on admission revealed a hus- 
ky, slightly obese officer of thirty-six whose only 
complaint was slight dyspnea when flying at high 
altitudes. On auscultation of the chest, breath sounds 
were normal, but the right diaphragm was elevated. 

On percussion over the liver there was dullness 
posteriorly but high pitched tympanitic percussion 
notes anteriorly. 


The diagnosis of traumatic rupture of the dia- 
phragm was made and the patient was prepared for 
surgery. He was given sulfasuxidine GM XV daily 
for six days, and streptomycin Gm, I. B.I.D. for the 
last two days to prepare the large bowel for possible 
resection if necessary. He was given cleansing enemas 
the night before and in the morning preceding 
surgery. 


A Levine tube was passed into the stomach the 
morning of surgery. 


Dissection 


Under G.O.E., endotracheal anesthesia the patient 
was placed on his left side in the usual thoracotomy 
position and an anterolateral thoracotomy incision 
was made over the seventh rib. Dissection was car- 
ried down through the skin and subcutaneous tissue, 
bleeders were clamped and ligated. The latissimus 
dorsi muscle divided transversely and serratus anticus 
and posticus muscles were divided in the direction 
of their fibers. The periosteum over the seventh rib 
was incised and the seventh rib was removed sub- 
periosteally. The pleura was then opened. A Finoc- 
hietto rib spreader was inserted and opened. The 
right pleural cavity was found to contain the liver, 
gallbladder, transverse colon and greater omentum. 
(Fig. 2) All were firmly adherent to the opening in 
the dome of the diaphragm, which was 3 x 4 inches 
in diameter. These adhesions were freed from the 
diaphragmatic opening by sharp dissection. It was 
necessary to enlarge the opening to the anterior chest 
wall in order to replace the liver into the peritoneal 
cavity. The phrenic nerve was crushed to allow 
maximum relaxation of the diaphragm and to prevent 
tension on the suture line during the period of heal- 
ing. The opening in the diaphragm was then closed 
with interrupted sutures of 0 black silk. The pleural 
cavity was irrigated with warm saline solution. A 40 
French right angle intercostal drain tube was placed 
in the posterior axillary line and connected to an 
under-water seal bottle. The intercostal muscle 
bundles were closed with interrupted sutures of 0 
cotton. The serratus anticus was closed with 20 cot- 
ton. Latissimus dorsi was approximated with No. 20 
cotton. The subcutaneous tissues were closed with 
No. 40 cotton, the skin was closed with No. 40 cot- 
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Figure 3 


Post-Operative Chest Plate Showing Com- 
plete Re-expansion of Right Lung 


ton. A dry dressing was applied and the patient 
was returned to his ward in good condition. He re- 
reived two pints of blood during the operation. 


Right Lung 


Continuous Wangensteen suction was maintained 
through a Levine tube into the stomach for two days. 
The right lung was completely expanded in 24 hours 
and the intercostal drain tube was removed in 48 
hours. (Fig. 3) 


Convalescence was uneventful except for an ac- 
cumulation of fluid in the right pleural cavity which 
was aspirated on the 6th post operative day. 


Patient was discharged from the hospital on the 
17th post operative day for a thirty day convalescent 
leave. At the end of his leave he felt perfectly well 
and returned to full duty. 


HARRINGTON, Stuart W., Esophageal Hiatus Diaphragmatic 
Hernia. Rocky Mountain Medical Journal, 1952 q) 


STRODE, E. C., and VANCE, C. A., Herniation of Right Dia- 
phragm Secondary to Trauma. Annals of Surgery, V. 137, May 
53, P. 609-613. (2) 


NEAL, Walter J., Traumatic right Diaphragmatic Hernia with 
Evisceration of Stomach, Transverse Colon and Liver into Right 
Thorax. Ann. Surg., V. 137, No. 2, Feb. 1953, P. 281-284. (3) 
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The Human Adrenal Cortex--A Book Review From the 


Ciba Foundation Colloquia on Endocrinology 


Epirors FOR CIBA FOUNDATION—Dkr. G. E. WOLSTENHOLME 
AND Dr. AND Mrs, MARGARET B, CAMERON 
PUBLISHED BY LITTLE, BROWN & COMPANY, BOSTON — 1955 
REVIEW BY JACK C, PosTLEwaITE, M.D., Et Paso 


This is an ultra-scientific book of extremely modern 
vintage, 1955, with a total of 665 printed pages of 
histological, biochemical, physiological patho- 
logical aspects of the human adrenal cortex. There 
are voluminous notations both in the * presented 
and in the discussions which demand considerable 
time on the part of the reader for interpretations. 
One is impressed by the limitation of knowledge 
admitted to by the “greats” in adrenal physiology 
and chemistry. 


The book is divided into two parts: Part I - Chair- 
man, Dr. Gregory Pincus, Director of Laboratories, 
Worcester Foundation for experimental biology. Part 
II is led by Dr. George W. Thorne, Physician in 
Chief of Peter Bent Brigham Hospital. 


Three Main Zones 


The anatomical and histochemical properties of the 
adrenal cortex are made less po by attempt- 
ing to apply the known information to the three 
main zones found histologically within the adrenal 

land. The zone glomerulosa appears to be stimulated 
- low sodium or a high potassium in the blood. It 
is depressed by the reverse of the situation and by 
DOCA. The zone fasciculator is stimulated by ACTH 
and depressed by the cortical hormones. Thus, the 

_ hypothesis of jo Mr cortical activity is better ex- 


plained on a biochemical basis in its relationship to 


the anterior pituitary gland. 


Cushing's disease is due to an increased blood 
concentration of the corticoids, Cortisone or Hydro- 
cortisone. Adrenal cancer is the second type of hy- 
peractivity with excessive androgen production and 
practically no metabolic changes. The adreno-genital 
syndrome is characterized by excessive androgen pro- 
duction and the absence of the hydrocorticoid stimula- 
tion. 

There seems to be a reciprocal function of ACTH 
and the C-19 and C-21 steroids. Those of the C-19 
origin become the androgens of the adrenal cortex 
oad those of the C-21 being the hydrocortisone 
steroids working in an inhibitory manner upon the 
anterior pituitary gland. 


Clinical Material 


Clinical material of the relationship of thyroid, 
adrenal cortex and stress was considered in addition 
to the various hypo-adrenal and hyper-adrenal patho- 
logical activities. The conference commemorated the 
100th year of work to untangle the complications 


of the adrenal gland as instituted by Thomas Addison 
at Guy’s Hospital, London, England. One cannot 
help but thank the Ciba Foundation scientists for 
instituting conferences of this worthwhile intent and 
transcribing the information with minimal editing 
for the practicing physician. The difficult reading, 
highly scientific material, and pure biochemical in- 
terpretation can be quickly scanned leaving much 
meat from a clinical viewpoint for the thirsty physi- 
cian practicing endocrinology in his office. 


Surgeons Organize Chapter in E] Paso 


Fifty-sixth chapter of the American College of 
Surgeons has been organized in El Paso. 


The chapter will represent the sixth Texas district 
and will embrace all of the state west of the Pecos 
River. 


Charter for the a was presented to Dr. Felix 
P. Miller, president, by Dr. Gerald H. Jordan, gov- 
ernor of the college representing Texas. 


Besides Dr. Miller other officers elected were Dr. 
J. Leighton Green, vice-president, and Dr. Charles 
E. Webb, secretary-treasurer. 


Dr. Dan Maddox of Las Cruces, N. M., attended 
the meeting and was elected an honorary member. 
All fellows of the college in southern New Mexico 
are eligible for honorary membership. The college 
has no chapter in New Mexico. 

Purpose of the college is to elevate the standards 
of surgery. The El Paso chapter will hold four meet- 
ings a year. 


CIGARETTE SMOKING 
Cure Of Tobacco-Smoking 
Johnston, L., Lancet 2:480, 1952 

_ The author has less to say about how to stop smok- 
ing than concerning harmfulness of the habit. ‘The 
cure” seems to depend on possession of sufficient 
willpower. Smokers, he says, dislike to contemplate 
the ills of smoking and even the medical press is 
reluctant to publish uncompromisingly anti-smoking 
matter. “The remarkable manifestation of the tobac- 
co taboo is the omission from all standard textbooks 
on medicine of any account of nicotinism.” It is 
stated, with some degree of hopelessness, that about 
80 per cent of doctors smoke. This being the case, 
— “behave collectively like an addict of to- 


acco.” 
Clinical Clippings, November, 1952. 


